Neurological Section 33 and there is weakness of the orbicularis. palpebrarum. The sterno-mastoids on both sides are wasted, and there is slight wasting of the ulnar border of both forearms. The vastus internus and externus are also wasted, but the rectus femoris is not. There are no pseudo-hypertrophy and no knee-jerks, but the ankle-jerks are brisk. Myotonic phenomena are shown in grasping right and left, and myotonic electrical reactions in flexors of forearm.
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Family history: One brother had some difficulty in relaxing the grasp and walked with a high-stepping gait; he is said to have died of locomotor ataxia. One sister shows myotonia with myopathic facies and wasting of sterno-mastoids.
Case-II.-Male, aged 56. For many years he had a difficulty in relaxing grasp and some stiffness in first starting out to walk in the morning. He has a myopathic facies and there is a weakLress of the orbicularis palpebrarumr as well as partial abductor palsy of the right vocal cord. The sterno-mastoids were wasted, and the upper part of the trapezii slightly so. There was a general wasting of the forearms and wasting of the vastus internus on both sides, also pseudo-hypertrophy of the calves and weakness of the flexors and extensors of the ankles. The knee-jerks were sluggish on the left and absent on the right. No ankle-jerks. He walks with a steppage gait and shows the myotonic phenomenon in grasping. No history of any similar condition-in any relatives can be obtained.
An Unusual Case of Muscular Atrophy. By E. FARQUHAR BUZZARD, M.D. F. W., AGED 26, a carman. Family history: Several members of the family have died of " consumption." There are no instances of paralysis. Previous history: Has always had good health until three and a half years ago, but has been a heavy whisky drinker. Three and a half years ago he noticed some weakness of the right leg, as well as " pins and needles" in the same limb. Three years ago he had an attack of acute rheumatism, which was followed by increased weakness of both legs; this has been progressive ever since. At least three years ago it was noticed that the patient did not close his eyes completely during sleep, and the patient says he has never been able to whistle in the ordinary way. In October of this year he suffered from shooting paine and tenderness in both, calves.
Present condition: Paresis of the orbiculares palpebrarum et oris. Atrophic paresis of the sterno-mastoids, the extensors and flexors of the wrist, and of all the dorsiflexors of the ankles. No sensory disturbances except tenderness of the calves. All reflexes obtained except the anklejerks. Sphincters normal. The condition of the patient is much the same now as it was two years ago, when he first came under observation, except for increased palsy of the dorsiflexors of the ankles.
DISCUSSION.
Dr. BUZZARD said the fact that his case showed pome myotonia brought it alongside the cases shown by Dr. Batten and Dr. Gibb. The only points of difference he noticed were in some aspects of the muscular atrophy. In his case the chief muscular atrophy was in the peroneal and anterior tibial groups, whereas in one of the other cases the chief atrophy was in the thigh, less below the knee. In other respects the areas affected seemed much the same, and they appeared to belong to the same category, with which he had not previously been familiar.
The PRESIDENT (Dr. Beevor) said he did not remember seeing quite the same type of case previously; the combination seemed to be very extraordinary. He asked the authors whether they thought there was any myasthenic condition, and whether repeated efforts tired the patients, like cases of myasthenia gravis. He also asked whether the difficulty of relaxation completely stopped the person from moving, as in Thomsen's disease.
Dr. GORDON HOLMES asked the authors of what nature they considered the muscular atrophy to be; was it a primary muscle affection? Secondly, what was the pathology of the disease? In relation to the cases exhibited it was an interesting fact that in Thomsen's disease the essential pathological condition was enlargement of the muscle fibres with central nuclei; on the other hand, it was well known that the only muscle change which histologically separated primary myopathy from amyotrophies due to peripheral neuronic lesions was the presence of similar large or hypertrophied fibres. He asked in what way the hypertrophied fibres of myopathic muscles differed from those which characterize Thomsen's disease.
Dr. BATTEN, in reply, said he was almost unable to answer Dr. Gordon Holmes's second question, as he had had no personal experience to enable him to do 'so. It was only from reading the literature that he had been able to gather anything about the pathological condition. He hoped shortly, with Dr. Gibb, to put a record of such cases together, and to say something more on the question. He took the muscular condition to be a true myopathy, not a myelopathy. It would be interesting to know what were the electrical reactions in Dr. Buzzard's case.
Dr. BUZZARD, in reply, said that he had not examined the muscular reactions in his case. He remembered reading a paper by two French neurologists on the question of the association of myopathy and myotonia; it was an effort to bring those two conditions together, and although at that time he thought the argument was rather far-fetched, the present cases seemed to show that there was something in it.
Two Cases of a Family Disease, the Symptoms of which closely resemble Disseminated Sclerosis.
By F. E. BATTEN, M.D.
E. S., AGED 27, was first seen in August, 1908. She is the first of a fanily of six children, three boys and three girls; both her sisters are healthy, but one of her brothers suffers from a similar complaint. Two years ago she first noticed trem-bling of the hands, which was worse when she attempted to grasp anything. Four months ago she noticed that her legs trelmibled and would give way suddenly. She also noticed that she was unsteady and would walk from side to side. Lately she has noticed a thickness in her speech. Never any trouble with the sphincters. Never diplopia. Some numbness under both knees lately. Present condition: Memnory, attention, good; special senses normal. Articulation slow and hesitating. No nystagmus. No optic atrophy. All the movements of the armiis are good, but there is some intention tremor of both hands and soime ataxia in the left. All the ml-ovements in the legs are good, but there is ataxia when walking. There is slight tremor of the head and trunk. The knee-jerks are active. There is no ankle-clonus. The plantars give a flexor response. The abdominal reflexes are present. There is no sensory loss. There is a very slight lateral curvlature. There is no pes cavus.
T. S., aged 25, brother of the above, second in family. Four years ago he had severe and sharp pain in the back extending down the thighs.
The gait becamiie unsteady and has gradually got worse. About tlhe samiie time he noticed shalking of the hands, shaking of the body, alteration in speech, and occasional diplopia. There has never been cany bladder trouble and no sensory disturbance, either subjective or objective. He was in the National Hospital four years ago, and since then has been in Guy's, St. Thomiias's, and University College Hospitals. No very marked change 1has taken place in his condition. Present conditioni: Articulation slow and hesitating. Melmleory and attention good. Tlhere is no nystagmus, but sometimies diplopia. Slight tremiior of head. The power of the arm'lis is good, but there is intention tremnor on both sides and some inco-ordination on the right. The power of the legs is good;
